ABSTRACT Quality of survival was studied in 69 surgically treated bronchial carcinoma patients (25% of a total of 273 patients in an unselected epidemiological sample). The Carlens vitagram index was used. The quality of survival in patients cured by pulmonary resection was excellent. It was poor in patients who underwent resection and subsequently died, and especially in patients who had non-resectional thoracotomies. The patients who were operated on and later died did not have a better quality of survival than non-surgically treated patients in the same stage. Thus pulmonary resection has no palliative effect in bronchial carcinoma patients who are not cured. The possible benefit of "removing the tumour burden" in patients treated with operation alone can, therefore, be dismissed. The only aim of the operation at present must be to cure.
Until recent years the quality of survival after different treatment regimens in malignant disease had received very little attention, the whole therapeutic effort being concentrated upon survival times alone. This has been the case with bronchial carcinoma, where only a few studies of the quality of survival have been made. '14 In an epidemiological investigation of a bronchial carcinoma population, an effort was made to define and measure the quality of survival.5-10 The present communication deals with the surgically treated patients of this series.
A vitagram index was constructed and systematically applied. During the period 15 November 1971-14 November 1976 a prospective clinical study was conducted on the total unselected epidemiological sample of patients with bronchial carcinoma in the Swedish county of Uppsala. 5 The county had a mean population of 227 169 during the investigation. All patients with histologically or cytologically verified bronchial carcinoma according to the World Health Organisation classification groups I-V12 were included. An estimation based on a check with the data in the Swedish Cancer Registry showed that the sample collected corresponded to at least 97% of the total bronchial carcinoma population of the county.
There were 273 cases of bronchial carcinoma. Sixty-nine of these underwent operation (25%). All patients were staged before operation according to the clinico-anatomical classification shown in table 1.13 The patients were reviewed one month after their operation and subsequently at threemonthly intervals. The results are based on a minimum observation period of 3-2 years and a maximum of 8-2 years. The expected five-year survival was based on the histopathological radicality of the operation using the life table method.14 The operation was defined as not radical when the excised specimen showed tumour invading blood vessels, when the proximal bronchial ring was found not to be free of tumour tissue, when there was tumour growth in the pleura, and when there was tumour growth in lymph nodes with extracapsular extension.
Results

PRE-TREATMENT CHARACTERISTICS
The main pre-treatment characteristics have been described fully elsewhere. ' In the expected five-year survivors a very high quality of survival has been attained as measured by the vitagram index. Almost all the patients are capable of work, mostly fulltime (or corresponding activity in the elderly). A detailed study of the quality of survival was made in the group of surgically treated patients who subsequently died, both non-resectional thoracotomies and resections (table 4) . Both the survival and the quality of survival were low in the patients submitted to nonresectional thoracotomy.
Examples of the different main types of vitagrams of the deceased surgically treated patients, illustrating their quality of survival, are given in fig 2. (The number of squares in the black area is equal to the total sum of vitagram points.) The distribution of these different main types of vitagram is given in table 5.
A comparison between deceased, surgically treated patients and deceased patients not treated surgically was made, both for the group with nonresectional thoracotomies and for the group with resections. The non-surgically treated patients were taken from the epidemiological sample and the comparison was made in two steps-firstly with a small group of placebo-treated patients, and secondly with a larger group consisting of both the placebo-treated patients and patients treated Initial performance status levels expressed as initial vitagram point sums on admission to hospital are given for different subgroups in table 3. The initial performance status level was high for those groups with a favourable prognosis -that is, the survivors-and tended to be low in the groups with a poor prognosis, such as nonresectional thoracotomies. 
